widely dilated and occupied by some organized blood-clot. Clearly the mole had recently occupied the fimbriated end of this tube. The mole, which had a striking resemblance to a duck's egg, was 8'5 cm. long and 5 cm. broad. When opened it contained a smooth-walled cavity about 21 cm. long, in which lay a foetus, 22 mm. in length, attached to the wall of the cavity by a short umbilical cord. On section, the wall of the mole was found to consist of organizing blood-clot richly permeated by a network of chorionic villi. The latter showed evidence of degeneration, inasmuch as the nuclei stained badly. The very unusual presence of a normal foetus inside a mole, whether uterine or tubal, is no doubt associated with the equally unusual preservation of the chorionic villi in the wall of the mole.
Spontaneous Transverse Rupture of the Uterus at the Fundus during Labour.
By ARTHUR H. N. LEWERS, M.D.
THE patient, from whom the specimen shown was obtained at the post-mortem examination, was a married woman, aged 38. She had had had one child and afterwards three miscarriages before the last pregnancy, which ended fatally during labour. Labour began in the evening of October 26, 1909, and she was visited by a nurse belonging to the London Hospital Maternity Charity at 7.30 p.m. At that time there was a slight " show " and the cervix admitted one finger. The vertex was presenting. The pulse was regular-70. The patient was seen again at 1 a.m. on October 27-five and a half hours later. She was then much collapsed, and, from the statements of friends, it appeared she had gradually become so during the previous half-hour. The nurse at once sent up to the London Hospital for the resident accoucheur.
The resident accoucheur (Mr. R. Burgess) saw the patient at 1.30 a.m. She was then obviously very ill, her face white, lips blue, almost pulseless, very cold, sweating, restless, and with irregular respiration. The condition of the patient was quite certainly not to be accounted for by any external bleeding that had occurred. On examination, Mr. Burgess found the uterus tender and somewhat tense. The outlines of the child could not be felt well. The foetal heart was not heard; the os admitted two fingers; the vertex was presenting, and the membranes were unruptured. There was only slight external bleeding. At this time the case was thought to be one of concealed accidental heemorrhage. Several pints of salt solution were given per rectum and the patient was brought up to the London Hospital in a cab. At 3 a.m.: After admission the patient was in much the same condition. The membranes were ruptured, and normal liquor amnii escaped. The vagina and cervix were packed with gauze and a tight abdominal and perineal binder was applied. The rectal injections of salt solution were repeated. At 6 a.m.: No labour pains had occurred since admission. On examination of the abdomen, the fcetus was now felt to be outside the uterus, and palpable beneath the abdominal wall very distinctly. The patient was practically pulseless. Mr. Burgess then sent for Dr. Lewers. At 7 a.m.: Dr. Lewers saw the patient at this time. She was then just alive. She showed all the signs of severe internal heemorrhage, and the pulse at the wrist could not be felt. Intravenous injection of salt solution was performed, and at the same time Dr. Lewers opened the abdomen, the patient having been given an anesthetic. The foetus and placenta were found free in the peritoneal cavity, which also contained a very large amount of fresh blood and clots. The uterus had contracted down to the usual size just after delivery. A large tear was seen running transversely at the fundus: it was a fairly clean tear, and seemiied quite suitable for stitching. Accordingly, a series of deep sutures of silkworm gut were inserted and tied, as in the course of a Cawsarean section; but, although this took a very few minutes, the patient died as the last suture was being tied.
At the post-mortem examnination it was found that the pelvis was not contracted. As regards the uterus, its cavity measured 6' in. from the fundus to the external os; the breadth of the cavity was 4 in. The uterus was opened by the pathologist along its left antero-lateral wall, so as to expose the cavity throughout its length. The placental site was ill-defined, but situated at the fundus and over the posterior wall. No trace of division into upper and lower uterine segments could be seen.
The round ligaments were symmetrically inserted into the anterior wall at a level equidistant between the fundus and cervix. The loose attachment of the vesical peritoneum stopped at this level. Looking at the fundus from the posterior aspect, a long tear, 6 in. in length, was seen. This tear had been sutured by nine deep silkworm-gut sutures. The tear ran from the neighbourhood of the left ovarian ligament upwards towards the fundus, keeping slightly posterior to the 1Lewers: Rupture of Uterus during Labour upper margin of the uterus. The tear passed beyond the middle line at the fundus downwards towards the right cornu, and ended 2i in. from the insertion of the right Fallopian tube. The peritoneum in the immediate neighbourhood of the right end of the tear was lacerated and retracted, exposing uterine muscle fibres underneath. Several tears involving peritoneum only were seen on the posterior aspect of the uterus, running downwards from the posterior edge of the tear for 2 in. or 3 in. Seen from within, the edges of the tear were infiltrated with blood, and some blood-clot still adhered to them.
REMARKS.
The specimen illustrates an exceedingly rare variety of rupture of the uterus-viz., a complete transverse rupture limited to the fundus, in contrast to the ordinary varieties, which begin in the lower uterine segment. No satisfactory reason for the occurrence of the rupture can be given; there was no cicatrix from a previous Casarean section, nor any gross abnormality (such as the presence of fibroids); also there was no pelvic contraction or abnormality in the presentation. Further, the fcetus was a normal, full-term child. No degeneration of the uterine tissues was found on microscopical examinatioil. Dr. R. D. Maxwell, obstetric registrar at the London Hospital, was inclined to think that the arrangement of the muscle fibres was more one in somewhat parallel lamellao in the neighbourhood of the laceration than was the case in other parts of the same uterus.
Dr. DRUMMOND MAXWELL suggested that an unusual arrangement of muscle fibres might have predisposed to the rupture at the edge of the tear. Microscopic sections showed the muscle bundles running parallel to the plane of the laceration, and several planes of cleavage between these parallel bundles could be seen running out from the cavity. No lacerated muscle bundles could be seen, and the condition seemed to be rather due to cleavage of muscle bundles than their actual rupture. The possibility of a thinned placental site predisposing to the laceration was negatived by the fact that the wall was no thinner at the site of rupture than elsewhere in the cavity, and no villi were demonstrated in the uterine aspect of the laceration. There was no distinction between upper and lower uterine segments to be observed suggestive of a prolonged labour, nor any evidence of inflammatory change in the muscle (a myositis) which had been adduced as an explanation of these cases. Fatty degeneration of the muscle-cells was not demonstrated.
